T he transition from an acute care hospital to a posthospitalization setting presents numerous logistical challenges. Failures in any of the aspects of the transition are associated with short-term (30-day) re-hospitalizations, emergency department (ED) visits, and increased costs of care. Currently, 20 % of Medicare beneficiaries are readmitted within 30 days, 1 and approximately 8 % of all adults are readmitted within 30 days of an index hospital admission.
T he transition from an acute care hospital to a posthospitalization setting presents numerous logistical challenges. Failures in any of the aspects of the transition are associated with short-term (30-day) re-hospitalizations, emergency department (ED) visits, and increased costs of care. Currently, 20 % of Medicare beneficiaries are readmitted within 30 days, 1 and approximately 8 % of all adults are readmitted within 30 days of an index hospital admission. 2 Electronic medical records and electronic based ancillary services hold the promise of a more efficient and safer process to reduce readmissions and increase patient satisfaction.
Harrison and colleagues studied the use of a 72-hour telephone follow-up after acute care hospitalization to reduce hospital readmission rates. 3 The study encountered several problems, including "no call attempted" to 25 % of patients and call completion to less than 50 % of discharged patients. The content of the post-discharge call is also not clear. In multivariable models, including a propensity score analysis, the authors identified a patient's ability to answer a telephone call as the strongest predictor of readmission and concurrently, the "success" of the program. This ability to answer the telephone is reminiscent of the relationship between lower hospital readmission rates and more favorable 6-minute walk test results in heart failure patients 4 and global assessments of functional status performed in rehabilitation facilities. 5 The ability to answer the phone emerged as a functional status proxy predicting both hospital readmission and the "success" of the program. The phone call itself had no effect.
Reducing avoidable readmissions is a laudable goal. Research suggests that avoidable readmissions can be reduced by improving discharge planning, care coordination, coaching, education and patient self-management. It is disappointing that the post-hospitalization telephone call had no effect in this study, as it theoretically could impact factors known to reduce readmissions. However, before abandoning post-discharge calls as ineffective, future research should focus on the goals these phone calls aim to achieve and the format and content of these calls. Further, the value and impact of the call intervention could be more rapidly and effectively evaluated by enriching the study population for patients with impaired functional status.
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